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Abstract There is an increasing recognition of the impor¬ 
tance of studying the childhood antecedents of adult 
personality disorders as well as personality disorders 
themselves within childhood and adolescence. This has 
been a long neglected area of research. The two papers 
within this special issue of Journal of Psychopathology and 
Behavioral Assessment by Esterberg et al. (2010) and De 
Clercq et al. (2010) make significant strides toward 
addressing this delinquent focus of investigation. This 
commentary addresses three issues stimulated by these 
two particular studies: the distinction between personality 
and other mental disorders, dimensional models of classi¬ 
fication, and openness to experience. 

Keywords Personality disorder • Cluster A • Children • 
Adolescents 


Introduction 

The American Psychiatric Association’s (APA) personality 
disorders section of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV-TR; APA, 2000) is orga¬ 
nized into three clusters. “Cluster A” includes the paranoid, 
schizoid, and schizotypal personality disorders. Esterberg et 
al. (2010) and De Clercq et al. (2010) provide very 
informative findings and discussions of the consideration 
of Cluster A personality disorder symptomatology within 
children and adolescents. This commentary is organized 
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with respect to three main concerns that follow from these 
incisive papers: (1) the differentiation of personality from 
other mental disorders, (2) dimensional classification of 
Cluster A symptomatology, and (3) openness to experience. 
Each will be discussed in turn. 


Differentiation of Personality from Other Mental 
Disorders 

Personality disorders are currently diagnosed on a separate 
axis from most other mental disorders in DSM-IV-TR (APA 
2000). Most of the mental disorders are placed on Axis I, 
whereas personality disorders (and mental retardation) are 
placed on Axis II. This separate axis placement imple¬ 
mented in DSM-III (APA 1980) stimulated a substantial 
increase in the recognition of personality disorders by 
clinicians and probably as well by researchers (Widiger 
2003). Prior to DSM-III personality disorders were often 
neglected as clinicians’ primary attention and focus was on 
an Axis I condition, such as a mood, anxiety, or psychotic 
disorder. Clinicians tended to consider personality and other 
mental disorders as being mutually exclusive. They felt that 
both should not, and perhaps could not, be diagnosed within 
the same patient. This misunderstanding was addressed well 
by their placement on separate axes (Spitzer et al. 1980). 
Once a clinician has provided an Axis I diagnosis, his or 
her attention is then shifted to Axis II, wherein the possible 
presence of a co-occurring personality disorder diagnosis is 
then considered. The separate axis placement has also been 
useful in recognizing that every patient has a personality, 
and many will have personality disorders. The respective 
personality disorders (and personality more generally) can 
have an important effect upon the treatment and course of 
many Axis I disorders, as well as etiology. 
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The multiaxial system introduced in DSM-III is likely to 
be abandoned in DSM-5. The rationale for its removal has 
not been explained by the authors of DSM-5 (see www. 
DSM5.org for the rationale for other proposed changes). 
One potential reason is that there is no consistent distinction 
between a personality disorder and an Axis I mental 
disorder (Krueger 2005; Widiger 2003). In addition, the 
separate axis placement has contributed to a misperception 
that personality disorders are not treatable and therefore 
should not receive financial (insurance) coverage (Widiger 
2003). Neither of these two concerns, however, address the 
considerable benefits within clinical practice and research 
obtained by their separate placement. Shifting personality 
disorders to Axis I is likely to result in their loss of 
recognition by clinicians, and may as well have a 
comparable impact on the attention of researchers. 

There are two different ways of understanding a shift of 
personality disorders, such as schizotypal, to Axis I. One 
possibility is that personality disorders will continue to 
occupy a separate, distinct section of the diagnostic manual, 
albeit this section is within Axis I. The other possibility is 
that the concept of a personality disorder will be abandoned 
entirely and each of the currently existing personality 
disorders will be folded into an Axis I disorder as an early 
onset, chronic variant of that respective condition (e.g., 
avoidant personality disorder would become generalized 
social phobia). 

The latter proposal might seem unlikely to many 
clinicians and researchers, but it was in fact an explicit 
proposal raised during the first DSM-5 research planning 
conference, a summary of which was provided by First et 
al. (2002). Nor is such a proposal in fact at all unusual for 
DSM-IV-TR schizotypal personality disorder (SPD) be¬ 
cause this particular personality disorder is already classi¬ 
fied within the World Health Organization’s (WHO) 
International Classification of Mental Disroders (WHO 
1992, see p. 95) as a form of schizophrenia (i.e., 
schizotypal disorder) rather than as a personality disorder. 

It is the position of this commentary, however, that it 
will be important, both scientifically and clinically, to 
continue to recognize the existence of personality disorders 
within the APA diagnostic manual as disorders distinct 
from other conditions (Widiger 2003), as it is important to 
recognize the existence of personality. However, a concern 
common to both Esterberg et al. (2010) and De Clercq et al. 
(2010) is that this distinction is at times rather fluid, if not 
lost entirely. 

For example, Esterberg et al. stated that “based on 
studies of the prodrome [phase of schizophrenia] it is 
estimated that between 25^-5% of those diagnosed with 
SPD in adolescence go on to develop schizophrenia.” 
However, research concerning the prodromal phase of 
schizophrenia may not be relevant to an understanding of 


SPD. The prodromal phase of schizophrenia is not SPD. If 
a distinction is to be made between SPD as a personality 
disorder, and schizophrenia as an Axis I disorder, it would 
seem important to distinguish between the prodomal phase 
of schizophrenia and SPD. 

It is true that the prodromal phase of schizophrenia and 
SPD are very similar in content. A proposal for DSM-III-R 
was to in fact make them identical (Widiger et al. 1988). 
This proposal was rejected though due to the fact that there 
are some notable difference in content (e.g., prodromal 
phase can include fatigue and lack of interest) and making 
them equivalent would be inconsistent with the primary 
function of the manual to facilitate differential diagnosis. 

In DSM-IV-TR (APA 2000) it is stated that “schizotypal 
personality disorder should not be diagnosed if the pattern 
of behavior occurs exclusively during the course of 
schizophrenia” (p. 698). It is acknowledged that the 
prodromal phase of schizophrenia and SPD are quite 
similar to one another and both may be first evident during 
adolescence, but if what had been originally diagnosed as 
SPD is followed by an active phase of schizophrenia, then 
most likely the correct diagnosis during adolescence would 
have been the prodromal phase of schizophrenia rather than 
SPD. Once the active phase of schizophrenia is evident, one 
can still provide, for the historical record, a diagnosis of 
SPD but it would carry the further designation of being 
“premorbid” rather than comorbid (APA 2000). If “schi¬ 
zotypal” symptoms continue after the remission of the 
active phase the correct diagnosis would be schizophrenia, 
residual phase, rather than a return of SPD. 

Esterberg et al. (2010) also stated that “for many 
patients, the prodromal phase of Axis I psychotic disorders, 
such as schizophrenia, begins with SPD in adolescence.” 
Perhaps it should be said instead that these purported cases 
of SPD in adolescence were more accurately diagnosed, in 
hindsight, as having been an extended prodromal phase of 
schizophrenia. Personality disorders and Axis I disorders 
can be associated with one another in a variety of ways 
(Widiger and Smith 2008), including an etiological rela¬ 
tionship (one disorder contributes to the etiology of the 
other), a pathoplastic relationship (one disorder altering the 
course or presentation of another), and a spectrum 
relationship (the two disorders are really one disorder 
sharing a common etiology and pathology). SPD, as a 
prodromal phase of schizophrenia, is perhaps best under¬ 
stood within a spectrum relationship, wherein SPD and 
schizophrenia are not separate, distinct disorders present at 
two different points in time, but are instead one, single 
disorder being mistakenly provided with two different 
diagnoses. 

A similar conclusion can be reached with respect to 
some of the findings from the Esterberg et al. longitudinal 
study. They indicated that a small number of their 36 cases 


£) Springe 



J Psychopathol Behav Assess (2010) 32:551-556 


553 


of SPD diagnosed within adolescence met criteria for 
schizophrenia (n= 3) or schizoaffective (n= 2) disorder at 
one-year follow-up. As they suggested, these cases “con¬ 
verted to psychosis” and would no longer be considered 
cases of SPD. It is perhaps not so much that the disorder 
has changed over time, but that it was (understandably) 
misdiagnosed at the onset of the study because the entire 
course of the schizophrenia or schizoaffective disorder had 
not yet become apparent. Only the cases diagnosed with 
SPD that continue to meet criteria for SPD at one-year 
follow-up are more confidently and accurately considered 
to be true cases of SPD. 

Related concerns can be raised with respect to De Clercq 
et al. (2010). They studied 194 boys with an autistic, 
Asperger’s or other pervasive developmental disorder (i.e., 
autism spectrum disorders or ASD). If these developmental 
disorders were conceptualized as personality disorders, they 
would likely be most comfortably included within Cluster 
A. De Clercq et al. correctly point out that there has been 
considerable difficulty developing a reliable and valid 
classification of this spectrum of developmental psychopa¬ 
thology and they suggest that some clarity might be derived 
through considering these conditions from the perspective 
of a dimensional model of maladaptive personality struc¬ 
ture, such as the Dimensional Personality Symptom Item- 
pool (DIPSI; De Clercq et al. 2006). They found significant 
relationships of maladaptive DIPSI traits with ASD 
symptoms concerning restricted interests and repetitive 
behaviors but not so much with the autism symptoms 
involving communication and language deficits. They 
suggest that the former may be best understood as 
maladaptive variants of general personality “and the extent 
to which common factors for these constructs exist, 
etiologic investigations may be most fruitful when exam¬ 
ining their joint relationships.” More specifically, the 
“personality traits may provide important insights into 
future research on causal factors implicated in the develop¬ 
ment of ASD symptoms.” 

De Clercq et al. (2010) may indeed be correct that much 
can be learned about ASD when at least some aspect of its 
features are understood from the perspective of more 
general personality functioning. There seems to be little 
doubt that some of the symptoms and features of ASD 
shade into general personality traits. Nigg and colleagues 
have similarly demonstrated the value of considering both 
child and adult features of attention-deficit hyperactivity 
disorder (ADHD) in terms of the five-factor model (FFM) 
of general personality structure (Martel et al. 2010; Nigg et 
al. 2002). ADHD is considered by many to be grossly 
under-recognized within adulthood due in part to difficul¬ 
ties in understanding how it is expressed after childhood 
and adolescence. Nigg and colleagues suggest that it may 
be best understood as (primarily) a variant of low FFM 


conscientiousness, comparable to how other childhood 
disruptive behavior disorders (i.e., conduct and oppositional 
defiant disorder) have relatively clear personality correlates 
when they continue into adulthood. 

However, it is also possible that the similarities between 
ASD and the personality traits assessed by the DIPSI may 
prove to be only superficially similar rather than represent a 
true spectrum relationship. Persons diagnosed with schizo¬ 
phrenia will evidence elevations on (for instance) FFM 
introversion, as well as other domains of the FFM, yet one 
would not actually suggest that schizophrenia is a disorder 
of personality or that there is a common etiology for 
schizophrenia and FFM introversion. The association in this 
instance might be more pathoplastic than spectrum, wherein 
the Axis I pathology of schizophrenia causes a change to 
the appearance of personality (Widiger 2009; Widiger and 
Smith 2008). The mood disorder of depression similarly 
causes persons to describe themselves as being elevated on 
personality measures of neuroticism, but such apparent yet 
temporary shifts in the appearance of personality are not 
generally understood to represent true changes in person¬ 
ality functioning (Widiger 2009; albeit see Costa et al. 
2005, for a different opinion). Lending some support for 
this concern is that the personality correlates of ASD in De 
Clercq et al. were not terribly specific to a particular 
domain of the DIPSI. 


Dimensional Classification of Cluster A 
Symptomatology 

A notable strength of De Clercq et al. (2010) relative to 
Esterberg et al. (2010) is their application of a dimensional 
model of general personality structure rather than relying on 
the faulty and faltering DSM-IV-TR personality disorder 
diagnostic categories. Esterberg et al. provide follow-up data 
for persons diagnosed with DSM-IV-TR schizoid personal¬ 
ity disorder (SZPD), paranoid personality disorder (PPD), 
and SPD. It appears that PPD and SPD will not be included 
in the next edition of the diagnostic manual (Skodol 2010). 
It is no coincidence that Esterberg et al. indicate that 
research on the childhood antecedents of SZPD and PPD is 
sorely lacking, relative to SPD. One might then wonder 
though whether it is now even useful to report findings for 
diagnoses that will no longer be recognized. Few persons 
still report findings for the passive-aggressive, aesthenic, 
and inadequate personality disorders, diagnoses deleted 
from earlier editions of the manual. 

An additional difficulty with the DSM-IV-TR diagnostic 
categories has been their diagnostic co-occurrence and 
instability (Widiger and Trull 2007), a problem that is again 
apparent in the findings of Esterberg et al. They report that 
at the time of the initial assessments 36% and 27% of those 
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diagnosed with SPD also met criteria for SZPD and PPD, 
respectively. Even more problematic was that 34% of the 
initial SPD cases no longer met criteria for SPD at one-year 
follow-up but did meet criteria for another personality 
disorder, predominately either SZPD or PPD. 

Shifts in personality disorder diagnoses over time has 
not been heavily researched but are clearly problematic for 
their validity. Would anyone really argue that persons’ 
personality disorders are shifting over time, changing from 
SPD to PPD in just 1 year? Fundamental to the concept of 
personality, and personality disorder, is temporal stability. 
This does not necessarily imply that no change in 
personality will occur, particularly for adolescents. Even 
normal personality functioning does change over time. But, 
shifts from one personality disorder diagnosis to another 
within 1 year does raise questions as to the validity of the 
initial diagnosis, the follow-up diagnosis, or even both. The 
shift in diagnoses reported by Esterberg et al. are most 
likely due to the overlap in symptomatology among the 
diagnostic categories and the arbitrary diagnostic thresh¬ 
olds, rather than true changes in personality functioning. 

The participants in Esterberg et al. (2010) probably had 
complex constellations of maladaptive personality traits, 
including some (but not all) of the traits of SPD, SZPD, and 
PPD. Some of the participants were perhaps just below 
threshold for one or more of the three diagnostic categories 
at the onset of the study, whereas other participants were 
probably just above threshold. Due to the less than perfect 
reliability (and validity) of personality disorder assessment, 
minor shifts in the assessment will occur over time, 
resulting in major shifts in the categorical diagnoses. 

A dimensional classification of personality disorder, as 
provided, for instance, by the DIPSI (De Clercq et al. 
2006), will provide a more reliable as well as more precise 
description of each youth’s maladaptive personality trait 
profile. Rather than lump the participants into overlapping 
categories that are defined and distinguished by arbitrary 
thresholds, the DIPSI provides a more precise description 
of each individual’s relatively unique maladaptive person¬ 
ality trait profile. The constructs assessed by the DIPSI are 
also more homogeneous and distinct than those assessed by 
Esterberg et al. Problematic diagnostic co-occurrence and 
radical shifts in personality description are then much less 
likely to occur. Research has indeed indicated better 
temporal stability for these dimensional trait profiles than 
is typically obtained for the diagnostic categories (Warner 
et al. 2004; Widiger and Trull 2007). 


Openness to Experience 

A potential disadvantage, however, of the DIPSI, particu¬ 
larly when used to assess DSM-IV-TR Cluster A symp¬ 


tomatology, is that it does not include much depth in the 
assessment of a fifth domain of personality, openness to 
experience. The DIPSI was constructed to assess the 
maladaptive variants of the personality traits of children 
and adolescents assessed by the Hierarchical Personality 
Inventory for Children (HiPIC; Mervielde and De Fruyt 
2002). The HiPIC assesses five broad domains of person¬ 
ality functioning, including conscientiousness, benevo¬ 
lence, extraversion, imagination, and emotional stability. 
These are aligned conceptually and empirically with the 
adult FFM domains of conscientiousness, agreeableness, 
extraversion, openness, and neuroticism, respectively 
(Mervielde and De Fruyt 2002). 

The DIPSI, however, does not include the HiPIC 
imagination or the FFM openness to experience domains 
of personality functioning, due largely to finding that there 
was an insufficient prevalence of the maladaptive variants 
of these traits within children and adolescents to warrant 
their inclusion as one of the broad domains (De Clercq et 
al. 2006). This findings is consistent with adult personality 
disorder research in which the maladaptive variants of FFM 
openness to experience do not occur with sufficient 
prevalence to carry a fifth factor of maladaptive personality 
(O’Connor 2005; Saulsman and Page 2004; Widiger and 
Simonsen 2005). 

However, Tackett et al. (2008) demonstrated empiri¬ 
cally that a fifth factor of personality disorder symptom¬ 
atology (which they identified as "peculiarity") does 
emerge when a sufficient representation of cognitive- 
perceptual aberrations are included. An additional study 
has suggested that this fifth factor would not align with 
FFM openness or with HiPIC imagination, finding instead 
that two separate factors emerge, one concerning normal 
openness to experience and the other concerning mal¬ 
adaptive traits of peculiarity (Watson et al. 2008). This 
unique finding is a bit surprising, as it suggests that four of 
the domains of general personality have both normal and 
abnormal variants but one domain (openness to experience 
or imagination) has no maladaptive variants and a sixth 
domain (peculiarity) has no normal variants. This partic¬ 
ular finding though is readily understood as a comple¬ 
mentary artifact of overloading a particular domain 
(Samuel and Widiger 2008). Just as a domain of per¬ 
sonality functioning will not appear if it does not have 
adequate representation among the variables submitted to 
a factor analysis, a domain of personality functioning will 
likely split if its representation is excessive, relative to the 
others. 

There is a considerable body of research that does 
suggest that the maladaptive variants of FFM openness to 
experience and HiPIC imagination would be the cognitive- 
perceptual aberrations often seen in persons with DSM-IV 
Cluster A symptomatology (Ross et al. 2002). For example, 
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in other factor analytic studies by Camisa et al. (2005), 
Kwapil et al. (2008) and Wiggins and Pincus (1989) 
cognitive-perceptual aberrations clearly load on the FFM 
openness factor. SPD researchers (Lynam and Widiger 
2001) and practicing clinicians (Samuel and Widiger 2004) 
both describe prototypic cases of SPD as involving high 
levels of openness to experience. 

The relationship of openness to experience to DSM-IV- 
TR Cluster A symptomatology is embedded explicitly in a 
number of adult measures of openness. For example, 
another measure of this domain is provided by the 
FIEXACO-Personality Inventory (HEXACO-PI; Lee and 
Ashton 2004). The HEXACO-PI Openness to Experience 
scale corresponds conceptually and empirically with FFM 
openness. This HEXACO-PI scale includes four facet 
scales, one of which is titled Unconventionality that 
assesses the disposition to be eccentric, weird, peculiar, 
odd, and strange. Piedmont et al. (2009) developed scales 
to assess maladaptive variants of high and low FFM 
openness. The "Odd and Eccentric" openness scale corre¬ 
lates substantially with schizotypal personality disorder and 
paranormal beliefs. Another alternative assessment of this 
domain is provided by the Unconventionality scale within 
the Big Seven model of Tellegen (Tellegen and Waller 
1987). Big Seven unconventionality is aligned explicitly 
with FFM openness and includes a number of items that 
resemble closely normal openness (e.g., curious, inquisi¬ 
tive, imaginative, and creative) as well as items that 
concern such attributes as dwelling upon fantasies, having 
ideas or beliefs that have little basis within reality, or often 
engaging in activities that are bizarre, deviant, or aberrant 
(Tellegen and Waller 1987). Van Kampen (2009) includes a 
comparable scale within his 5-Dimensional Personality Test 
(5DPT). The 5-DPT assesses the domains of neuroticism, 
extraversion, absorption, insensitivity, and orderliness. 5- 
DPT absorption aligns explicitly with FFM openness and 
assesses dissociative absorption, positive symptoms of 
schizotypy, and other comparable maladaptive variants 
(Van Kampen 2009). 

In sum, a fully comprehensive dimensional model of 
normal and abnormal personality functioning would include 
a fifth domain of personality, assessing the normal variant 
of openness to experience (or, in childhood, imagination), 
along with its maladaptive variants of cognitive-perceptual 
aberrations. This domain was understandably not included 
within the DIPSI, given that this symptamotology is not as 
prevalent as the maladaptive variants of HiPIC conscien¬ 
tiousness, benevolence, extraversion, and emotional stabil¬ 
ity. Nevertheless, in some particular contexts, such as 
studies concerning Cluster A symptomatology in children 
and adolescents, maladaptive variants of childhood imagi¬ 
nation and adult openness to experience will likely need 
greater breadth and depth of assessment. 


Conclusions 

There is an increasing recognition of the importance of 
studying the childhood antecedents of adult personality 
disorders as well as personality disorders within childhood 
and adolescence (Cicchetti and Crick 2009; Tackett et al. 
2009). This has been a long neglected area of research. The 
two papers within this special issue of Journal of 
Psychopathology and Behavioral Assessment by Esterberg 
et al. (2010) and De Clercq et al. (2010) provide significant 
strides toward addressing this delinquent focus of investi¬ 
gation. This commentary addressed three issues stimulated 
by these two particular studies: the distinction between 
personality and other mental disorders, dimensional models 
of classification, and openness to experience. It is hoped 
that these two studies and this commentary will further 
stimulate continued research on childhood and adolescent 
personality disorder. 
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